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Abstract

Objectives.—To examine whether physical activity (PA) was associated with fatigue and 

quantify the extent of potential mediation through depressive symptoms or physical function (PF) 

on PA and fatigue relationship in symptomatic knee osteoarthritis (KOA).

Method.—This longitudinal study used data from the Multicenter Osteoarthritis Study (n=484) 

which comprised subjects aged ≥ 50 years. Baseline PA was quantified via ankle-worn 

accelerometer. Outcome was fatigue measurement using a 0–10 rating scale at two years follow­

up. Mediators included gait speed as a measure of PF and depressive symptoms at two years 
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follow-up. Mediation analyses was carried out after adjustment for baseline confounders. Further, 

stratified analysis by baseline fatigue status [no/low (<4) and high fatigue (≥4)] was performed.

Results.—A significant direct association was found between PA and fatigue at 2 years 

(unstandardized coefficient (B)= −0.054; 95% confidence interval [CI] −0.107, −0.002, p=0.041). 

PA and fatigue relationship was not mediated by gait speed (B= −0.006; 95% CI −0.018, 0.001) 

nor depressive symptoms (B= 0.009; 95% CI 0.009, 0.028). In the subgroup with high baseline 

fatigue, direct associations were found between PA and fatigue (gait speed model; B= −0.107; 

95%CI −0.212, −0.002, p=0.046; depressive symptoms model; B= −0.110; 95% CI −0.120, 

−0.020, p=0.017); but in the no/low baseline fatigue group, no significant association was found 

between PA and fatigue.

Conclusions.—In the symptomatic KOA population, higher baseline PA was directly associated 

with reduced fatigue two years later especially in those with high baseline fatigue. However, this 

relationship was not mediated by depressive symptoms or PF.

Keywords

Symptomatic knee osteoarthritis; Physical activity; Fatigue; Depressive symptoms; Gait speed; 
Mediation analysis

Introduction

Knee osteoarthritis (KOA) is a significant cause of functional loss and physical disability 

which, in turn, drives excessive medical costs (1). A prevalent and clinically-important 

symptom among individuals with KOA is fatigue (2,3). Fatigue substantially affects all 

aspects of daily life in people with KOA (4), exacerbating disability levels and reducing 

quality of life (5). Aetiology of fatigue remains unclear due to its complexity and 

multifactorial nature; however, factors such as depression, pain, poor physical function and 

low physical activity levels have been suggested as fatigue correlates in KOA (6,7).

In the absence of curative treatments for KOA, treatment frequently aims to alleviate 

symptoms and enhance quality of life (8). The use of strategies such as increasing 

physical activity for symptom management have been well documented in populations 

with KOA (9,10). More so, physical activity is relatively low-cost, feasible and readily 

available (11). Despite the benefits of physical activity as an intervention, evidence has 

shown that individuals with KOA have reduced physical activity levels compared to their 

healthy age-matched counterparts (12). Nonetheless, recent studies indicate that even small 

improvements in physical activity below recommended guidelines (13,14), can produce 

substantive health improvements in chronic and KOA populations (15,16). Besides, physical 

activity has been suggested as a non-pharmacological intervention which may help reduce 

fatigue in the general and chronic disease populations (17,18). Whilst studies have examined 

real-time and short-term associations between fatigue and physical activity in KOA (6), 

there are no studies that have examined whether longitudinal association between physical 

activity and fatigue exists in persons with KOA. Further, it is unclear whether this 

longitudinal association might be mediated by effects of measurable intermediates in the 

KOA population.
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Our recent work on fatigue determinants in individuals with symptomatic KOA 

demonstrated that both physical and mental health-related factors were associated with 

fatigue two years later. Specifically, higher levels of depressive symptoms and poorer 

physical function, noted as slower gait speed, emerged as potentially modifiable predictors 

of worse fatigue over two years (7). However, other studies have shown that both depression 

and physical function are improved by or related to physical activity in the general 

population (19,20), and to varying degrees in those with KOA (21–23). Therefore, probable 

paths through which physical activity and fatigue may be indirectly related could be through 

depressive symptoms or physical function.

Thus, the purposes of this study were to evaluate whether physical activity was a factor 

associated with later fatigue in persons with symptomatic KOA, including those with high 

and low levels of fatigue at baseline and to examine whether depressive symptoms or 

physical function mediated the physical activity-fatigue relationship. Establishing these 

relationships may help clinicians devise effective targeted treatment for fatigue that 

may decrease fatigue-associated disability among persons with symptomatic KOA. We 

hypothesised that physical function or depressive symptoms would mediate the relationship 

between physical activity and fatigue. Furthermore, we explored several related questions: a. 

whether there was an unmediated, direct relationship between physical activity and fatigue; 

b. whether mediation effects depend on levels of initial fatigue, and c. whether the potential 

mediating roles of depressive symptoms or physical function differ.

Method

Study Design

We used longitudinal data from the Multicenter Osteoarthritis Study (MOST) cohort 

collected at the 60-month exam (considered baseline for these analyses) and the 84-month 

follow-up exam (referred to as two-year follow-up). Objective physical activity and fatigue 

were assessed for the first time at the 60-month visit, thus the reason for using this exam 

period as baseline for this study.

Original study subjects and data collection

Detailed description of the Multicenter Osteoarthritis Study (MOST) have been published 

elsewhere (24). Briefly, MOST is a longitudinal cohort study funded by the National 

Institute of Health (NIH); the study included a community-based sample of men and 

women aged 50–79 years with or at high risk of knee OA (24). MOST began with the 

enrolment of 3,026 adults from communities in and surrounding Birmingham, Alabama and 

Iowa City, Iowa in 2003. Participants’ clinical examinations and completed questionnaires 

were assessed at University of Alabama, Birmingham (UAB) or University of Iowa, Iowa 

(UIOWA), with data for this study based on telephone interviews and clinic visits at two 

time points: 60-months (collected between May 2009 and January 2011) and 84-months 

(between September 2011 and January 2013) exams. MOST study protocol was approved 

by institutional review boards at the four MOST centers (University of California, San 

Francisco; Boston University; University of Alabama, Birmingham & University of Iowa) 
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and all study participants provided written informed consent prior to study participation 

(25).

Study Sample: Present Study—This study used a subset of the MOST participants 

(n=484; age ranged from 55–84 years), who met these additional inclusion criteria for 

this analysis: symptomatic KOA at baseline, data availability for physical activity as 

measured by accelerometry at baseline, and data on fatigue at baseline and follow-up. 

We excluded participants if they had bilateral total knee replacement and/or self reported 

diagnosis of rheumatic conditions (e.g., rheumatoid arthritis [RA]) at baseline and those who 

received total knee replacement between baseline and follow-up visits. Local institutional 

ethics approval was obtained from Glasgow Caledonian University’s School of Health 

and Life Sciences ethics committee prior to performing this secondary analysis (HLS/

PSWAHS/16/252).

For this study, we defined symptomatic KOA as having frequent knee pain (i.e., pain, aching 

or stiffness in either knee on most of the past 30 days) at either clinic or telephone interview 

and whole knee radiographic evidence of OA in either tibiofemoral or patellofemoral joints. 

Radiographic whole KOA status was operationally defined as having at least one of the 

following signs: a Kellgren and Lawrence grade ≥2 at the tibiofemoral joint or for the 

patellofemoral joint, an osteophyte ≥2 or any joint space narrowing ≥1 plus any osteophyte, 

sclerosis, or cyst ≥1 (26).

Measures

Physical activity.—Participants’ physical activity levels were objectively measured over 

a 9-day period using an ankle-worn StepWatch Activity Monitor at baseline (Orthocare 

Innovations, LLC, Oklahoma City, OK) (27), with resulting data calculated into average 

steps/day using software available through StepWatch. The StepWatch activity monitor is 

a small (70 × 50 × 20 mm; 38g) waterproof, self-contained uniaxial accelerometer-based 

device which records the number of strides taken every minute without provision of 

feedback to its user. Steps were calculated by doubling strides. Study participants were fitted 

with the StepWatch and given written and verbal instructions for affixing the monitor each 

morning and removing it at bedtime for seven consecutive days (excluding days when device 

was given and returned). A valid day of accelerometer wear was considered a minimum of 

10-hour of monitoring time (28), determined from the first step recorded in the morning 

to the last step recorded in the evening. The 10-hour requirement represents more than 

66% of waking hours and has been used as a threshold in physical activity studies among 

general adult and KOA populations (28,29). Finally we included only those who wore 

the StepWatch for at least three valid days since this is considered a minimum standard 

to establish a reliable physical activity estimate with high test-retest reliability (intraclass 

correlation coefficient [ICC] = 0.90) (30). We calculated average steps/day by summing up 

the number of steps taken each valid day of physical activity monitoring divided by the 

number of valid days.

Depressive symptoms.—Participants’ depressive symptoms at baseline and follow-up 

were assessed using the Center for Epidemiologic Studies Depression Scale (CES-D), a 20­
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item measurement tool designed to assess depressive symptoms in community populations 

(31). The CES-D is a valid measure of depressive symptoms in people with arthritis and 

has moderate to high [ICC = 0.45–0.70] test-retest reliability (32). Scores range from 0–60 

with increasing values indicating more depressive symptoms (31). Depressive symptoms at 

follow-up was used as a mediator; the baseline measure was used as a covariate.

Physical function.—Participants’ physical function was measured with a 20-meter walk 

test at baseline and two-year follow-up. Gait speed was used as a surrogate of physical 

function and was calculated using the faster time (seconds) of two walking trials over a 

20-meter distance (20m/faster time [s])(33). The test was performed on an unobstructed 

walkway with timing commencing once the first foot crossed the start line and ending after 

the last foot crossed the finish line. The 20-meter walk test is used in cohort studies of KOA 

(34) and has high test-retest reliability (ICC = 0.91) for gait speed measurement (35). We 

used gait speed assessed at follow-up as mediator in this study and baseline gait speed as a 

covariate.

Fatigue.—Fatigue was defined as ‘a feeling of being worn out, pooped, sluggish, run down, 

tired, or lacking energy’. Participants were asked to mark on a written line their usual fatigue 

level during the past 7 days, using a 0–10 numeric rating scale (NRS). A zero (0) would 

mean ‘no fatigue’ and ten (10) would mean ‘fatigue as bad as it can be’. A 0–10 NRS is 

commonly used in OA research (36,37) and has been shown to provide valid measurement 

of subjective feelings such as fatigue (38) with high test-retest reliability [ICC = 0.79] (39). 

Fatigue at the two-year follow-up was considered the study outcome and baseline fatigue 

was used as a covariate. We defined a priori fatigue subgroups using baseline fatigue status 

cut-off points of no/low fatigue (<4 on 0–10 NRS) and moderate to high fatigue (≥4 on 0–10 

NRS) based on prior research (37).

Statistical Analyses

Descriptive statistics for continuous variables are represented by means and standard 

deviations [SD] and for categorical variables as proportions (%). To assess sample bias, 

characteristics of included and excluded participants were compared using independent 

sample t-test or Chi-square test of independence as appropriate. To determine the variations 

in fatigue, depressive symptoms and gait speed from baseline to follow-up, we examined 

the overall mean change using paired t-tests. However, for the mediation analyses, values 

of fatigue, depressive symptoms and gait speed at follow-up were used. To examine the 

extent to which either depressive symptoms or physical function at follow-up mediated 

or did not mediate the relationship between physical activity and fatigue (Fig. 1), we 

conducted mediation analyses and controlled for baseline fatigue, mediators, age, sex (male 

or female), body mass index (kg/m2) and study sites (40). We used the modern mediation 

analysis methodology that is based on counterfactual framework described by Lange et al. 

(40) rather than the traditional Baron and Kenny approach (41). Subsequently, we used 

a bootstrapping method (with n=5000 bootstrap resamples) to calculate the bias corrected 

confidence intervals around the mediated (indirect) and direct effects using PROCESS 

in SPSS 23 (42). We used continuous values for baseline physical activity, follow-up 

fatigue, gait speed and depressive symptoms throughout the mediation analyses, adjusting 
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for baseline fatigue, depressive symptoms and gait speed as covariates. We repeated these 

calculations in subgroup analyses defined (i.e., stratified) by baseline fatigue status as a 

secondary hypothesis.

Results

Sample Characteristics

From the 2330 individuals available at baseline, 591 participants had symptomatic KOA 

and physical activity data (Fig. 2). Of these individuals, 107 were excluded due to total 

knee replacement or missing data for fatigue at two-year follow-up (Fig. 2), yielding 484 

participants for this analysis. Participants who were excluded were more likely to be older 

and white, with poorer health indicators (e.g., lower average steps/day and slower gait 

speed) in comparison to those included in the analysis (Table 1). The mean age of included 

study participants was 67.28±7.91 years, 60% were women and majority were white (86%; 

Table 1). Average baseline physical activity of participants was 8,044±3,034 steps/day; 

baseline and follow-up fatigue scores were 3.54±2.36 and 3.43±2.29 respectively which 

did not differ significantly (t=1.16; p=0.243). At the two-year follow-up, no change from 

baseline was noted for depressive symptoms (7.04±7.59 to 7.00±7.36; t=0.14; p=0.889). 

Gait speed declined significantly from baseline to two-year follow-up (1.20±0.21 to 

1.18±0.23; t=2.85; p=0.005), but the effect size was quite small (Cohen’s d = 0.09) [table 

not shown].

Mediation analysis

We found a statistically significant direct negative relationship between baseline physical 

activity and fatigue two-years later (Unstandardised coefficient (B) = −0.054; 95% 

confidence interval [CI]: −0.107; −0.002, p=0.041). However, this physical activity-fatigue 

relationship was not significantly mediated by gait speed (mediating effect, B= −0.006; 

95% CI: −0.018; 0.001) or depressive symptoms at follow-up (mediating effect, B= 0.009; 

95% CI: −0.009; 0.028). Baseline physical activity had no association with either gait speed 

or depressive symptoms at two-year follow-up (Table 2, path a). There was a significant 

negative association between gait speed and fatigue at follow-up (Table 2, path b), where 

faster gait speed was associated with less fatigue. Further, a positive association between 

depressive symptoms at follow-up and fatigue at follow-up was observed (Table 2, path b), 

where higher levels of depressive symptoms were associated with greater fatigue.

Subgroup mediation analysis by baseline fatigue

When stratifying by fatigue sub-groups, only those with moderate to high fatigue at baseline 

demonstrated a significant direct relationship between baseline physical activity and fatigue 

2 years later (B = −0.107; 95% CI: −0.212; −0.002, p=0.046), where higher physical activity 

was related to reduced fatigue. Again, gait speed (mediating effect, B= −0.003; 95% CI: 

−0.025; 0.011) and depressive symptoms (mediating effect, B= 0.030; 95% CI: −0.007; 

0.073) at follow-up had no significant mediating effect on the baseline physical activity–

fatigue relationship. Baseline physical activity was not related to gait speed at follow-up 

(path a) and similarly no relationship between gait speed and fatigue at follow-up (path 

b) was identified in those with pre-existing high fatigue. Baseline physical activity showed 
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no relationship with depressive symptoms at follow-up (path a), but a significant positive 

association existed between depressive symptoms and fatigue at follow-up (path b), where at 

follow-up, higher level of depressive symptoms was associated with higher fatigue.

Conversely, in those with little to no fatigue at baseline, baseline physical activity did not 

relate to fatigue at the two-year follow-up (B= −0.022; 95% CI: −0.097; 0.053, p=0.565). 

However, the relationship between baseline physical activity–fatigue at follow-up was 

partially mediated by gait speed (mediating effect, B= −0.013; 95% CI: −0.033; −0.000) in 

this group. Higher levels of baseline physical activity was associated with faster gait speed 

at follow-up (path a) and likewise faster gait speed at follow-up was also associated with 

reduced fatigue at follow-up (path b). Depressive symptoms did not mediate the relationship 

between baseline physical activity and fatigue two years later (mediating effect, B= −0.010; 

95% CI: −0.031; 0.010). Further, baseline physical activity was not related to depressive 

symptoms at two years (path a); however, higher levels of depressive symptoms at follow-up 

were associated with greater fatigue at follow-up (path b).

Discussion

Our results suggested that higher levels of physical activity are related to lower levels of 

later fatigue especially in persons with high levels of fatigue at baseline. Neither depressive 

symptoms nor physical function, as measured by gait speed, mediated the relationship 

between baseline physical activity and fatigue after two years in the overall symptomatic 

KOA population, contrary to our initial hypotheses. Surprisingly, subgroup analysis revealed 

that physical function partially mediated the relationship between physical activity and 

fatigue only in those with little to no fatigue at baseline, while physical activity was directly 

related to fatigue two-years later in those with moderate to high pre-existing fatigue. These 

findings suggest that physical function may be more important than depressive symptoms 

in the causal links between physical activity and subsequent fatigue in those with little 

to no pre-existing fatigue symptoms. Whereas, in individuals with high baseline fatigue, 

baseline physical activity levels predict the development of fatigue over time. That is, in 

those with moderate or greater fatigue, higher levels of physical activity is associated with 

improved fatigue, whereas lower levels of physical activity is associated with worsening 

fatigue, even two years later. These findings may indicate that different approaches may be 

required when treating fatigue in the symptomatic KOA population, depending on initial 

fatigue complaints.

Independently, depressive symptoms did not mediate physical activity and fatigue relations 

in our study nor was there an association between baseline physical activity and depressive 

symptoms at follow-up in this population. Prior studies have reported conflicting evidence 

on the association between physical activity and depressive symptoms in osteoarthritis 

population (21,43), however few have considered a two-year predictive interval.

Our findings suggested that baseline physical activity levels were inversely associated 

with fatigue two years later. This result highlights the significance of higher physical 

activity levels as a potential prevention for fatigue in the symptomatic KOA population, 

particularly in those with significant pre-existing feelings of fatigue. Our finding of physical 
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activity’s direct influence on fatigue, even in the presence of previous and significant 

feelings of fatigue, extends the positive role of physical activity as a potential element for 

influencing beneficial health effects (i.e., sustaining strength, flexibility and balance), that 

may consequently have a reductive effect on fatigue (44,45). Subsequently, this effect may 

also influence abilities to engage in more physical activity and eventually result in reduced 

levels of dependence and disability (46). Thus, we suggest that engagement in physical 

activity, such as aerobic exercise, including walking may be one approach for reducing 

subsequent feelings of fatigue in the symptomatic KOA population with pre-existing high 

fatigue. We caution that this finding should be interpreted within the limit of this study as the 

effect size was small. Besides, the direct effect of physical activity on fatigue may suggest 

that other causal paths (i.e., self-efficacy, sleep quality or quadriceps muscle weakness) 

could play a role in the beneficial association between physical activity and fatigue in this 

subgroup. Further, more studies are warranted to examine the influence of physical activity 

types, duration, frequency and intensities on different fatigue dimensions given that physical 

activity thresholds may be different for populations who have lower-limb disability. Further, 

different types of physical activity and intensities may have distinct effects on fatigue and its 

dimensions. In addition, because fatigue is multidimensional and can also be quite unstable 

across time, traditional longitudinal approach which takes measurement years apart may be 

insufficient in capturing fatigue variability.

In those with no to low pre-existing fatigue, high levels of baseline physical activity was 

found to be associated with faster gait speed at follow-up while faster gait speed was 

associated with less fatigue at follow-up. These findings may provide preliminary evidence 

on the partial mediating effect of physical function, using the surrogate of gait speed, 

on physical activity and fatigue relations in individuals with symptomatic KOA with low 

pre-existing fatigue. Thus, the directionality of the relationship between physical activity and 

fatigue may inherently be related to some extent to measures of physical functioning in this 

group.

Study limitations and strengths

There are several important strengths and limitations in the study. Limitations include the 

use of only two potential mediators; however, physical function and depressive symptoms 

were included because both emerged as modifiable determinants of fatigue in our recent 

analysis (7). Similarly the effect sizes observed in this study were relatively small, athough 

longitudinal effects are always smaller and more difficult to detect relative to cross-sectional 

ones (47). Nonetheless, our results provide a basis for future studies to evaluate the 

mediating roles of physical function and other factors on physical activity and fatigue 

relations in populations with KOA. Also, other aspects of physical function such as walking 

endurance, balance and functional lower extremity strength may also have a role in the 

physical activity-fatigue relationship. Similarly, unobserved/uncontrolled confounding may 

be present in these analyses as we could not perfectly determine if potential mediator­

outcome confounding, exposure-mediator interaction, or mediator-outcome confounding 

affected by the exposure introduced bias into our data (48), which maybe unavoidable in 

observational studies where designs are not randomised (49). Equally, the half-longitudinal 

approach used in this study may have limited temporal precedence given that the mediator(s) 
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and outcome were assessed at the same time points. Future research with a randomised 

controlled experimental design that includes multiple measures (≥3) of variables over time 

is needed to confirm potential causal effects. The use of a retrospective fatigue measure 

(NRS) limits the ability to address different fatigue dimensions (e.g., mental, physical and 

emotional fatigue) (4). Nevertheless, in general the NRS and many of the multidimensional 

fatigue instruments yield similar results (50). Also the stratification approach employed 

in this study may be simplistic, yet it balances the complexity of statistical analysis with 

the evaluation of a clinically relevant question. Generalisation of our findings may not be 

applicable to those with severe cases of KOA. The strengths of the study comprise its 

prospective design, inclusion of large numbers of individuals with symptomatic KOA from 

a population-based cohort, and the use of validated subjective relevant measurement tools 

(31,39). Using objective assessments of physical activity (steps/day) and physical function 

(i.e., gait speed) (27,33) decrease recall bias, yielding greater validity of the data compared 

to subjective measures. Recognizing these strengths and limitations, this study’s results 

provide an important first step in determining a modifiable factor (physical activity) to limit 

the effect of fatigue for those with symptomatic KOA and higher fatigue (≥4).

Conclusion

Physical activity is directly related to reduced fatigue two years later, but this relationship 

was not mediated through physical function or depressive symptoms in the overall 

symptomatic KOA population or in those with high pre-existing fatigue. However, in 

those with low levels of pre-exisiting fatigue, improvement in physical function may partly 

contribute to the positive effects of physical activity on fatigue. In contrast, while depression 

was previously identified as a predictor of subsequent fatigue, it was not a mediator in 

the physical activity–fatigue relationship in those with symptomatic KOA. In conclusion, 

general physical activity increment may have the potential to reduce fatigue over time for 

those with symptomatic KOA and higher perceptions of fatigue.

Acknowledgements

MOST study was funded by the National Institutes of Health-National Institute on Aging, grant numbers via 
institutions: Boston University (Felson): U01AG18820; University of Iowa (Torner): U01AG18832; University 
of Alabama at Birmingham (Lewis): U01AG18947; and University of California, San Francisco (Nevitt): 
U01AG19069. This work is part of a PhD studentship project (REG2016_SHLS3) funded by Glasgow Caledonian 
University, Scotland, United Kingdom. National Institutes of Health-National Institute on Aging and Glasgow 
Caledonian University had no role in the study design, collection, analysis or interpretation of the data, manuscript 
writing and/or decision to submit this manuscript for publication.

References

1. Yelin ECost of Musculoskeletal Diseases: Impact of work disability and functional decline. J 
Rheumatol2003;30:8–11.

2. Wolfe F, Hawley DJ, Wilson K. The prevalence and meaning of fatigue in rheumatic disease. J 
Rheumatol1996;23:1407–417. [PubMed: 8856621] 

3. Snijders GF, van den Ende CHM, Fransen J, van Riel PLCM, Stukstette MJPM, Defoort KC, et 
al.Fatigue in knee and hip osteoarthritis: The role of pain and physical function. Rheumatology 
(Oxford)2011;50:1894–900. [PubMed: 21750001] 

4. Power JD, Badley EM, French MR, Wall AJ, Hawker GA. Fatigue in osteoarthritis: a qualitative 
study. BMC Musculoskelet Disord2008;9:63. [PubMed: 18452607] 

Fawole et al. Page 9

Scand J Rheumatol. Author manuscript; available in PMC 2022 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



5. Van Dijk GM, Veenhof C, Lankhorst GJ, Van Den Ende CH, Dekker J. Vitality and the 
course of limitations in activities in osteoarthritis of the hip or knee. BMC Musculoskelet 
Disord2011;12:269–78. [PubMed: 22111943] 

6. Hackney AJ, Klinedinst NJ, Resnick B, Renn C, Fiskum G. A review and synthesis of correlates of 
fatigue in osteoarthritis. Int J Orthop Trauma Nurs2019;33:4–10. [PubMed: 30808556] 

7. Fawole HO, Riskowski JL, Dell’Isola A, Steultjens MP, Nevitt MC, Torner JC, et al.Determinants 
of generalized fatigue in individuals with symptomatic knee osteoarthritis: The MOST study. Int J 
Rheum Dis 2020;23:559–68.

8. Charlesworth J, Fitzpatrick J, Perera NKP, Orchard J. Osteoarthritis- a systematic review of long­
term safety implications for osteoarthritis of the knee. BMC Musculoskelet Disord2019;20:151. 
[PubMed: 30961569] 

9. Fransen M, Mcconnell S, Harmer AR, Van der Esch M, Simic M, Bennell KL. Exercise for 
osteoarthritis of the knee. Cochrane Database of Syst. Rev2015;1:CD004376. [PubMed: 25569281] 

10. Urquhart DM, Tobing JF, Hanna FS, Berry P, Wluka AE, Ding C, et al.What is the effect of 
physical activity on the knee joint? A systematic review. Med Sci Sport Exerc2011;43:432–42.

11. Füzéki E, Banzer W. Physical activity recommendations for health and beyond in currently inactive 
populations. Int J Environ Res Public Health2018;15:1042.

12. Lee J, Song J, Hootman JM, Semanik PA, Chang RW, Sharma L, et al.Obesity and other 
modifiable factors for physical inactivity measured by accelerometer in adults with knee 
osteoarthritis. Arthritis Care Res2013; 65:53–61

13. Sparling PB, Howard BJ, Dunstan DW, Owen N. Recommendations for physical activity in older 
adults. BMJ2015;350:h100. [PubMed: 25608694] 

14. WHO. Global strategy on diet, physical activity and health, 2004. (https://www.who.int/
dietphysicalactivity/strategy/eb11344/strategy_english_web.pdf). Accessed24 November 2020.

15. Warburton DER, Bredin SSD. Health benefits of physical activity: A systematic review of current 
systematic reviews. Curr Opin Cardiol2017;32:541–56. [PubMed: 28708630] 

16. Zampogna B, Papalia R, Papalia GF, Campi S, Vasta S, Vorini F, et al.The role of physical activity 
as conservative treatment for hip and knee osteoarthritis in older people: A systematic review and 
meta-analysis. J Clin Med2020;1:1167.

17. Puetz TW. Physical activity and feelings of energy and fatigue: epidemiological evidence. Sports 
Med2006;36:767–80. [PubMed: 16937952] 

18. Katz P, Margaretten M, Gregorich S, Trupin L. Physical activity to reduce fatigue in rheumatoid 
arthritis: A randomized controlled trial. Arthritis Care Res2018;70:1–10.

19. Portugal EMM, Cevada T, Sobral Monteiro-Junior R, Teixeira Guimarães T, Da Cruz Rubini 
E, Lattari E, et al.Neuroscience of exercise: from neurobiology mechanisms to mental health. 
Neuropsychobiology2013;68:1–14. [PubMed: 23774826] 

20. Rebar AL, Stanton R, Geard D, Short C, Duncan MJ, Vandelanotte C. A meta-meta-analysis of 
the effect of physical activity on depression and anxiety in non-clinical adult populations. Health 
Psychol Rev2015;9:366–78. [PubMed: 25739893] 

21. Veenhof C, Huisman PA, Barten JA, Takken T, Pisters MF. Factors associated with physical 
activity in patients with osteoarthritis of the hip or knee: A systematic review. Osteoarthr 
Cartil2012;20:6–12.

22. Kraus VB, Sprow K, Powell KE, Buchner D, Bloodgood B, Piercy K, et al.Effects of physical 
activity in knee and hip Osteoarthritis: A systematic umbrella review. Med Sci in Sports 
Exerc2019;51:1324–39. [PubMed: 31095089] 

23. Hurley M, Dickson K, Hallett R, Grant R, Hauari H, Walsh N, et al.Exercise interventions and 
patient beliefs for people with hip, knee or hip and knee osteoarthritis: A mixed methods review. 
Cochrane Database of Syst Rev2018;4:CD010842. [PubMed: 29664187] 

24. Felson DT, Niu J, Guermazi A, Roemer F, Aliabadi P, Clancy M, et al.Correlation of the 
development of knee pain with enlarging bone marrow lesions on magnetic resonance imaging. 
Arthritis Rheum2007;56:2986–92. [PubMed: 17763427] 

25. Segal NANevitt MCGross KDHietpas JGlass NALewis CE, et al.The multicenter osteoarthritis 
study (MOST): opportunities for rehabilitation research. Phys Med Rehabil2013;5:987–94.

Fawole et al. Page 10

Scand J Rheumatol. Author manuscript; available in PMC 2022 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.who.int/dietphysicalactivity/strategy/eb11344/strategy_english_web.pdf
https://www.who.int/dietphysicalactivity/strategy/eb11344/strategy_english_web.pdf


26. Felson DT, McAlindon TE, Anderson JJ, Naimark A, Weissman BW, Aliabadi P, et al.Defining 
radiographic osteoarthritis for the whole knee. Osteoarthr Cartil1997;5:241–50.

27. White DK, Tudor-Locke C, Felson DT, Gross KD, Niu J, Nevitt M, et al.Walking to meet 
physical activity guidelines in knee osteoarthritis: Is 10,000 steps enough?Arch Phys Med 
Rehabil2013;94:711–7. [PubMed: 23228625] 

28. Song J, Semanik P, Sharma L, Chang RW, Hochberg MC, Mysiw WJ, et al.Assessing physical 
activity in persons with knee osteoarthritis using accelerometers: data from the osteoarthritis 
initiative. Arthritis Care Res (Hoboken)2010;62:1724–32. [PubMed: 20806273] 

29. Troiano RP, Berrigan D, Dodd KW, Mâsse LC, Tilert T, Mcdowell M. Physical activity in 
the United States measured by accelerometer. Med Sci Sports Exerc2008;40:181–8. [PubMed: 
18091006] 

30. Mudge S, Taylor D, Chang O, Wong R. Test-retest reliability of the step watch activity monitor 
outputs in healthy adults. J Phys Act Health2010;7:671–6. [PubMed: 20864764] 

31. Radloff LS. The CES-D Scale: A self-report depression scale for research in the general 
population. Appl Psychol Meas1977;1:385–401.

32. Smarr KL, Keefer AL. Measures of depression and depressive symptoms. Arthritis Care 
Res2011;63:S454–66.

33. Cesari M, Kritchevsky SB, Penninx BWHJ, Nicklas BJ, Simonsick EM, Newman AB, et 
al.Prognostic value of usual gait speed in well-functioning older people-results from the health, 
aging and body composition study. J Am Geriatr Soc2005;53:1675–80. [PubMed: 16181165] 

34. White DK, Zhang Y, Niu J, Keysor JJ, Nevitt MC, Lewis CE, et al.Do worsening knee radiographs 
mean greater chances of severe functional limitation?Arthritis Care Res2010;62:1433–9.

35. Stratford PW, Kennedy DM, Woodhouse LJ. Performance measures provide assessments of pain 
and function in people with advanced osteoarthritis of the hip or knee. Phys Ther2006;86:1489–96. 
[PubMed: 17079748] 

36. Murphy SL, Alexander NB, Levoska M, Smith DM. Relationship between fatigue and 
subsequent physical activity among older adults with symptomatic osteoarthritis. Arthritis Care 
Res2013;65:1617–24.

37. White DK, Tudor-Locke C, Zhang Y, Niu J, Felson DT, Gross KD, et al.Prospective change in 
daily walking over 2 years in older adults with or at risk of knee osteoarthritis: The MOST study. 
Osteoarthr Cartil2016;24:246–53.

38. Alghadir AH, Anwer S, Iqbal A, Iqbal ZA. Test-retest reliability, validity, and minimum 
detectable change of visual analog, numerical rating, and verbal rating scales for measurement 
of osteoarthritic knee pain. J Pain Res2018;11:851–56. [PubMed: 29731662] 

39. Minnock P, Kirwan J, Bresnihan B. Fatigue is a reliable, sensitive and unique outcome measure in 
rheumatoid arthritis. Rheumatology (Oxford)2009;48:1533–36. [PubMed: 19773406] 

40. Lange T, Vansteelandt S, Bekaert M. A simple unified approach for estimating natural direct and 
indirect effects. Am J Epidemiol2012;176:190–5. [PubMed: 22781427] 

41. Baron R, Kenny D. The moderator-mediator variable distinction in social psychological research. J 
Pers Soc Psychol1986;51:1173–82. [PubMed: 3806354] 

42. Hayes AF. Introduction to mediation, moderation and conditional process analysis. A regression 
based approach2018; 2nd edition. London:The Guilford Press.

43. Yohannes AM, Caton S. Management of depression in older people with osteoarthritis: A 
systematic review. Aging Ment Heal2010;14:637–51.

44. WHO. Global recommendations on physical activity for health, 2010. (https://www.who.int/
dietphysicalactivity/global-PA-recs-2010.pdf). Accessed24 November 2020.

45. Great Britain. Department of Health. Stay active: a report on 
physical activity for health from the four home countries’ Chief Medical 
Officers, 2011 (https://www.bl.uk/collection-items/start-active-stay-active-a-report-on-physical­
activity-from-the-four-home-countries-chief-medical-officers). Accessed 24 November 2020.

46. Wittink H, Engelbert R, Takken T. The dangers of inactivity; exercise and inactivity physiology for 
the manual therapist. Man Ther2011;16:209–16. [PubMed: 21333584] 

Fawole et al. Page 11

Scand J Rheumatol. Author manuscript; available in PMC 2022 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.who.int/dietphysicalactivity/global-PA-recs-2010.pdf
https://www.who.int/dietphysicalactivity/global-PA-recs-2010.pdf
https://www.bl.uk/collection-items/start-active-stay-active-a-report-on-physical-activity-from-the-four-home-countries-chief-medical-officers
https://www.bl.uk/collection-items/start-active-stay-active-a-report-on-physical-activity-from-the-four-home-countries-chief-medical-officers


47. Ford MT, Matthews RA, Wooldridge JD, Mishra V, Kakar UM, Strahan SR. How do occupational 
stressor-strain effects vary with time? A review and meta-analysis of the relevance of time lags in 
longitudinal studies. Work and Stress2014;28:9–30.

48. Richiardi L, Bellocco R, Zugna D. Mediation analysis in epidemiology: methods, interpretation 
and bias. Int J Epidemiol2013;42:1511–19. [PubMed: 24019424] 

49. Nørgaard M, Ehrenstein V, Vandenbroucke JP. Confounding in observational studies based on 
large health care databases: problems and potential solutions – a primer for the clinician. Clin 
Epidemiol2017;9:185–93. [PubMed: 28405173] 

50. Nicklin J, Cramp F, Kirwan J, Greenwood R, Urban M, Hewlett S. Measuring fatigue in 
rheumatoid arthritis: A cross-sectional study to evaluate the Bristol rheumatoid arthritis fatigue 
multi-dimensional questionnaire, visual analog scales, and numerical rating scales. Arthritis Care 
Res (Hoboken)2010;62:1559–68. [PubMed: 20583112] 

Fawole et al. Page 12

Scand J Rheumatol. Author manuscript; available in PMC 2022 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Fig 1: 
Physical function or depressive symptoms mediating the association between physical 

activity and fatigue.

a+b = indirect/mediated effect

c = direct effect.
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Fig. 2: 
Prospective analyses flowchart of physical activity (PA) at baseline (60-months) and fatigue 

at two-year follow-up (84 months). KOA, knee osteoarthritis; OA, osteoarthritis, TKR, total 

knee replacement; PA, physical activity.
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Table 1:

Characteristics of MOST participants

All n=591 Excluded;
‡
n=107 Included; n=484 p-value

Age, years 67.88±7.97 70.57±7.71 67.28±7.91 <0.001*

Gender

 Men 228 (39) 35 (33) 193 (40)

 Women 363 (61) 72 (67) 291 (60) 0.168

Race/Ethnicity

 White and Caucasians 520 (88) 104 (97) 416 (86)

 Black and others 71 (12) 3 (3) 68 (14) 0.001*

BMI (kg/m2) 31.77±6.34 31.47±6.58 31.83±6.29 0.594

Study Sites

 UAB 228 (39) 39 (36) 189 (39)

 UIOWA 363 (61) 68 (64) 295 (61) 0.590

Fatigue (0–10)

 Baseline 3.64±2.36 4.13±2.28 3.54±2.36 0.018*

 Follow-up - - 3.43±2.29

 Missing data at follow-up 68

Depressive symptoms (0–60)

 Baseline 7.18±7.52 7.83±7.19 7.04±7.59 0.324

 Follow-up 7.12±7.49 8.54±8.97 7.00±7.36 0.219

Physical Function (m/s)

 Baseline 1.17±0.22 1.10±0.23 1.20±0.21 <0.001*

 Follow-up 1.17±0.23 1.10±0.23 1.18±0.23 0.028*

 Missing data at follow-up 1

Average step counts/day (in 1000)

 Baseline 8.28±3.33 7.56±3.24 8.44±3.34 0.013*

Data are shown as number (percentage) or mean ± sd.

Abbreviations: SD = standard deviation; kg/m2 = kilogram per meter square; m/s = meter per second; BMI = body mass index; UAB = University 
of Alabama; UIOWA = University of Iowa; 60 months = baseline; 84 months= two years follow-up

*
indicates p<0.05

NB:

‡:
107 participants were excluded due to missing fatigue data at two years follow-up [n=68] and having total knee replacement (TKR) from baseline 

to two years follow-up [n=39].

Note: Physical function was measured as gait speed while depressive symptoms were measured with centre for epidemiologic studies depression 
scale (CES-D).
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